Dr G C Wells: I agree with Dr Smith that the compound hairshaft tufts are an unusual feature of scarring alopecia, and I have recently seen a lesser degree of tufting in a man of 34 with a two-year history of inflammation of the scalp vertex. He showed redness and patchy scarring with some pits and nodularity together with scattered follicular pustules. Biopsy showed scarring with a chronic inflammatory infiltrate containing plasma cells. Though cultures were negative for Staphylococcus aureus, oral flucloxacillin appears to have cleared the pustulation. Dr R Dawber: I have never seen this type of hair grouping in scarring alopecia, whatever the aetiology. The patient allowed me to pluck a group of seven hairs protruding from one follicular opening and microscopically I could only see one anagen root out of the seven. The histological section of the scalp also demonstrated this quite clearly. It would seem that the presence of so many hairs in each follicle is due to a failure oftelogen hairs to be shed, probably due to them being caught up in the superficial inflammatory process seen histologically. Dr B Leppard: I thought the clinical appearance was very much like that of a man who had had a hair transplant. I wondered if this patient had had this done but was not willing to admit it to the doctor.
Professor F F Hellier: The condition seems to me to resemble folliculitis decalvans.
Resolution of actinic reticuloid with transition to photosensitive eczema t J L M Hawk BSC MRCP (for I A Magnus MD FRCP)
Department of Photobiology, Institute of Dermatology, London £96BX
A 57-year old man developed severe actinic reticuloid in 1965. During 1976 he showed marked symptomatic improvement and increased tolerance of light and now has photosensitive eczema.
In 1969 Ive et al. first described actinic reticuloid, a condition of elderly males characterized by erythematous thickening of all the light-exposed areas, with formation ofjuicy plaques and accentuation of skin creases. There were often episodes of generalized erythroderma, and hyperpigmentation was occasionally present. Preceding skin disease such as psoriasis or eczema was not unusual. Confinement to a darkened room for days or weeks was necessary for clinical improvement, and relapse tended to be rapid on further exposure to light. Attempts at suicide were not uncommon. Irradiation monochromator findings demonstrated abnormal and often extreme sensitivity to short and long wavelength ultraviolet radiation, frequently with variable extension to involve the visible light spectrum, occasionally as far as 600 nm (orange light). Histology was also characteristic and tended to show a deep dermal lymphoreticular infiltrate of settled appearance but containing abnormal mononuclear cells, occasional giant cells and intraepidermal microabscesses, simulating a reticulosis. Photopatch tests were always negative with the routine range of common allergens tested.
In 1973 Ramsay & Kobza Black described what they felt was a new entity called photosensitive eczema, which had clinical features ofeczema limited predominantly to the light exposed areas, although often preceded by some other type of eczema along with eczematous histological features, but often with a somewhat heavier dermal mononuclear infiltrate than expected. The irradiation monochromator findings showed abnormalities confined to the short wavelength ultraviolet (300-340 nm). Photopatch tests were negative although patch tests often showed positive results.
In 1974 Frain-Bell et al. pointed out that cases with irradiation monochromator abnormalities extending from the short into the long wavelength ultraviolet may have the clinical and histological picture of photosensitive eczema or of actinic reticuloid and questioned whether there is a clear distinction between these two conditions.
The following case report concerns the follow up of one of the original patients with actinic reticuloid documented by Ive et al. (1969) and describes the improvement in his clinical, histological and irradiation monochromator findings and also the transition of his condition from actinic reticuloid to photosensitive eczema.
Case report
A publican, now aged 57 years, developed psoriasis of the trunk and limbs in 1946. This was treated with conventional topical therapy, including tar. He suffered occasional widespread exacerbations, necessitating the use of intermittent courses of methotrexate after 1965. In 1962 he took up to 20 tablets of promethazine per day in an attempt to control the irritation caused by his psoriasis.
In 1965 he developed itching, redness, swelling, weeping and juicy plaques on the lightexposed areas. This was eventually controlled by confinement to darkness over a period of some weeks. Relapse was rapid and severe on re-exposure to light and he suffered occasional episodes of erythroderma. Examination at the time revealed erythema, swelling, juicy plaques and weeping on the face, nape of the neck and backs of the hands. Histological examination at that stage showed lichenification, spongiosis and surface crusting. There was a moderately heavy upper dermal chronic inflammatory infiltrate with a mixed-cell population and a number of large hyperchromatic mononuclear cells. There was also mild epidermal invasion. This was consistent with actinic reticuloid. The irradiation monochromator findings showed markedly abnormal skin sensitivity to all wavelengths from 300-500 nrn, i.e. ultraviolet (UV) and shorter wavelength visible radiation. The abnormal sensitivity took the form of much reduced minimal erythema doses (MEDs) and erythematous, oedemato us responses at abnormally low doses of radiation.
In 1976 he noted improvement with only residual itching and redness of the light-exposed areas, in spite of frequent exposure to dull daylight. Direct bright sunlight still caused increased itching and redness but no recurrence of other previous symptoms. Examination in 1977 showed eczematous changes with accompanying atrophy, telangiectasia and elastosis of the face and neck, with pebbly lichenification on the backs of the hands. Swelling, plaques and weeping were absent. Histological examination showed lichenification, upper dermal fibrosis and a relatively sparse chronic inflammatory cell infiltrate, an appearance consistent with chronic eczema, but not with actinic reticuloid. Irradiation monochromator findings showed moderately reduced MEDs and erythematous, oedematous responses at moderately low doses of radiation in the 300-320 nm region, i.e. shorter wavelength UV only. Photopatch testing was negative to a routine battery of tests including promethazine, although he did show a positive patch test to clioquinol.
Discussion
This patient first presented in 1965 as one of the original cases of so-called actinic reticuloid (lve et al. 1969) , his clinical condition remaining unchanged until one year ago, when he began a gradual, continuing improvement, now marked -an outcome not previously considered a feature of the disease. He originally satisfied the three diagnostic criteria used by Ive et al. (1969) for actinic reticuloid as previously described, but since 1976 has improved such that he now shows both clinical and histological features of chronic eczema of the light-exposed areas, along with irradiation monochromator findings of abnormal skin sensitivity to the shorter wavelength UV only (namely 300-320 nm). These are the criteria already stated to be necessary for the diagnosis of so-called photosensitive eczema as proposed by Ramsay & Kobza Black (1973) , and our patient therefore now comes into this category.
Thus this case suggests that, contrary to previous belief, actinic reticuloid is a condition which can improve. It also indicates that actinic reticuloid and photosensitive eczema may respectively be severe and mild variants of the same syndrome, a view supported by Frain-Bell et al. (1974) . Finally, it provides evidence that transition between these two apparent variants of the same entity may occasionally occur. DrM A Smith: Although many patients with psoriasis respond to UVL treatment, and regimes to increase sensitivity to UVL are often used, this patient's psoriasis was not benefited by his extreme light sensitivity. Both the psoriasis and the light sensitivity have become less severe over the ten years or so that I have been seeing him. The one thing which gave substantial relief, sometimes lasting for several months afterwards, depending on the time of year, was nursing him in a darkened room.
